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below that of the u.sunl doses. If 4000 units are of no avail, then higher 
doses will leave no better effect. Repented (loses in larger quantities 
and total doses up to 27,000 units in all the more severe forms have 
never shown any better results than the more modemte doses. The use 
of adrenalin intravenously is only justified after all other usual measures 
of stimulation fail. Normal saline solution, intravenously, is of no 
benefit in cardiac trouble from diphtheria. Caffeine and camphor 
have proved the best stimulants in this condition. 
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The Treatment of Antipartum Hemorrhage.—IIkhmax (British 
Mai. Jour., September 30, 1911) believes that the hemorrhages of 
pregnancy are made possible by the existence of the plaeenta. Hence 
the treatment of this hemorrhage must he conducted with reference 
to the management of the plaeenta. So far as accidental hemorrhage 
is concerned, he believes it of great importance to distinguish between 
internal and external hemorrhage, which he styles concealed and 
revealed. In external or revealed hemorrhage, the vessels are torn 
near the edge of the placenta. The blood separates the chorion from 
the decidua and escapes through the os uteri. Tins process differs 
in duration with different eases, and if the blood escapes slowly it will 
clot, and the discharge will he a serous, watery fluid. Revealed hemor¬ 
rhage is far less dangerous than concealed hemorrhage, and is by 
no means infrequent during pregnancy. In probably less than one 
case in 100, some form of accidental hemorrhage takes place. In 
concealed hemorrhage, the utero placental vessels are torn through 
in the central part of the placenta ami blood is effused between the 
placenta and the uterus. Where the edge of the placenta is not de¬ 
tached, the blood which remains between the uterus and placenta 
bulges out the uterine wall into a hard, firm tumor. The uterus will 
readily become distended gradually, hut sudden distention produces 
great pain and often shock, the amount of collapse being out of pro¬ 
portion to the amount of blood poured out. In some cases, this blood 
remains in its original situation until delivered, hut more often when 
the hemorrhage is at first internal, the effused blood overcomes 
the adhesion between the placenta and uterine wall, and escapes 
externally. The pressure on the uterine wall and the effused blood 
weakens the contractile power of the uterus and favors dangerous 
postpartum hemorrhage. Herman does not believe that tamponing 
the vagina tightly is an efficient or correct treatment for such hemor¬ 
rhage. As the vagina is a dilatable canal, no tampon remains tight 
very long, and the effort to make it so residts in great pain and suffer- 
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jnjr to the patient. The one benefit derived from the tampon is the 
fact that it stimulates the uterus to contract, and thus assists in bring¬ 
ing about the termination of pregnancy. Herman believes that press¬ 
ure* upon a dilated bag is best in these cases, and that the silk bag 
of Champetier tie Uibcs is best for this purpose. In every variety 
of bleeding from the placental site the natural way to check this bleed¬ 
ing is by uterine contraction. While .the uterus cannot perfectly con¬ 
tract until it is empty, the tension within the uterine wall is imme¬ 
diately lessened by rupturing the membranes. A tight abdominal 
binder mav also be of some assistance. If the pelvis is ample, and the 
child small, remedies addressed to stimulating uterine contraction 
mav be given. In eases where hemorrhage is severe, and the os uteri 
so little dilated that the patient’s life will be probably lost before 
delivery can be effected, abdominal hysterectomy is advised. Herman 
suggests opening the abdomen, tightening the ovarian and uterine 
arteries on both sides, then emptying the uterus and performing 
hvsterectomy, leaving the ovaries if they are normal. If the patient 
is a primipara, he suggests Cesarean section, leaving the uterus, 
but tightening the uterine arteries before opening the uterus. He is 
strongly opposed to rapid opening of the cervix in placenta pnevia 
by any form of dilator or by vaginal Cesarean section. In placenta 
pnevia he would bring down the leg and brooch of the child by the 
Braxton-I licks method and wait for the spontaneous expulsion of 
the fetus. In placenta pnevia cases admitted to hospital he would 
use the waterproof-silk hag, ami, if necessary, he would tie the uterine 
arteries through the vagina. 1 he writer states that he is told, although 

he has no personal knowledge of the matter, that in America the 
uterine arteries have been repeatedly ligatured from the vagina in 

cases of placenta pnevia without any harm resulting, and the same 
statement is repeated later in his article. This procedure, he says, 
has been successful in America, and he thinks should be adopted. 
We supposed that the time had come when radical and extraordinary 

surgical procedures were not necessarily referred to America and 
Americans. We arc not aware of such a practice among American 
obstetricians, and in the recent discussion upon placenta pnevia, 
at the last meeting of the American Gynecological Society, May, 1911, 
this procedure was not even mentioned. We fail to appreciate the 
benefit or the necessity of the procedure advised by Herman, namely, 
ligating the uterine arteries before opening the uterus in performing 
Cesarean section for placenta pnevia. In our experience there js 

far less hemorrhage in Cesarean section for placenta pnevia than in 
other methods of delivery. The uterus can be immediately tamponed 
to advantage when emptied, and postpartum hemorrhage has not 

occurred in three cases upon which we have operated. Herman also 
objects to tlu* vaginal tampon because of the danger of infection 
by it.s hurried application in private houses. His warning is timely 
ami is abundantly borne out hv other writers. We believe that the 
majority of opinions today upon this subject are as follows: In a preg¬ 
nant patient who is not at term, should hemorrhage occur from separa¬ 

tion of the placenta, whether it he a private patient or not. treatment 
consists in dilating the cervix sufficiently, if necessary, to rupture the 
membranes, followed cither by the insertion of the bag or the bringing 
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down of the leg and breech of the child. In every case no eifort should 
be made to pull the bag or the child through a partly dilated cervix. 
The patient should be stimulated and the bag or the child should be 
expelled if possible by uterine contractions. This treatment can 
usually be carried out, although at considerable risk, in a private 
house. All cases, however, of severe hemorrhage complicating preg¬ 
nancy should be transferred to hospital, if possible, because of the 
danger of infection and the probable necessity for some sort of inter¬ 

ference. Where the child is at term and in good condition, or where 
the cervix is so tightly closed and firm that elforts to dilate it would 
be followed by serious laceration, the uterus should be emptied by 
section. In primiparous patients in good condition the uterus should 
be dosed ami retained. In multiparous patients not in good condition, 

hysterectomy should be performed. 

Cervical Implantation of the Placenta, with Bupture of the Uterus; 
Hysterectomy; Recovery.—Goodman (Jour. Amcr. Med. d.woc., 
October 14, 1911) reports the case of a multipara, aged twenty-eight 
years, who during pregnancy had repeated attacks of pain in the 
right lower portion of the abdomen. After one of these attacks, which 
was especially severe, the patient had syncope, distention of the abdo¬ 
men, and a failing pulse, with great pain. On examination, the patient 
was blanched, the abdomen distended with fluid, and the pulse imper¬ 

ceptible. Very faint fetal heart sounds could be heard. On vaginal 
examination, there was tenderness and bogginess in the vaginal tissues 
about the cervix. A provisional diagnosis of ruptured ectopic gesta¬ 
tion was made, and the patient taken to the hospital, and section 
performed. On opening the peritoneum, fluid and clotted blood was 
found and a large fluctuating tumor, which seemed to be wedged 
into the pelvis. This proved to he a pregnant uterus, with a thinned 

anterior wall which had ruptured near tin* left broad ligament. The 
appendages were normal in appearance. Hysterectomy was per¬ 

formed, ami it was found that the placenta was attached very low 
down at the upper extremity of the cervix. The uterus was delivered 
with the placenta attached and the abdomen closed without drainage. 
The patient made a prompt recovery. On further examination, the 
pelvis was not contracted, and on examining the specimen, it was 
found that the lowermost portion of the uterus showed chorionic 
villi lining the uterine canal. The placenta began just below the 
insertion of the uterine vessels, ami the placental site was below the 

isthmus; its development took place within the cervical canal. As 
pregnancy had reached a period of five months, there was not room 
for the uterus to expand, and the uterus had ruptured where its wall 

had been thinned by the chorionic villi. 

Salvarsan In Pregnancy and the Puerperal Period.—Laxc.es 

mt'd. Klitiih, No. 20, 1911) reports the results of treatment by salvarsan 

ill S pregnant women and 12 puerperal patients, in whom the Wasscr- 
mann reaction was positive. The remedy was given by intravenous 
injection in doses of 0.3 grain, and by subcutaneous or intragluteal 
injection in doses of 0.3 gram to 0.0 gram. The intravenous injec¬ 
tions gave rise to no unpleasant elfeets, except slight fever lasting 


